ABSTRACT. Objective. The current study sought to investigate parental attitudes about circumcision and their satisfaction with the decision.
R ecently, the American Academy of Pediatrics (AAP) updated their policy on circumcision. 1 The policy represents a well thought out, reasoned approach to the highly charged issue of circumcision. The policy stresses the importance of accurate and impartial information provided to the family for discussion with their physician. Routine circumcision is not recommended but the authors cite new medical evidence in support of circumcision. This new information, notably studies relating a higher incidence of urinary infection in the uncircumcised, 2 led to a reassessment of the policy. This differs from the AAP policy in 1971, 3 which indicated that circumcision is not medically indicated.
Wiswell et al 4 reported an increase in postneonatal circumcision from 1985 to 1993. No data were presented as to why this was occurring. At our institution in the primary care practice, it was also noted that an increasing number of parents were requesting late circumcision. Discussions with the families suggested dissatisfaction with the original decision regarding circumcision. This study was undertaken to document the degree of satisfaction that parents have with their initial decision, and how they perceive physician involvement in the decision process.
METHODS

Participants
Parents of male children under 3 years of age were recruited from 3 clinical practices in the Los Angeles area (La Canada, Inglewood, and Childrens Hospital Los Angeles [CHLA]), while they are waiting for their children's routine appointments. The survey was conducted from February to April 1999. The practice sites were picked because of the diverse population served by the physicians. The practice in La Canada is in a suburban highincome community; the practice in Inglewood is an inner-city practice serving the black community, and the primary care practice at CHLA serves a low income, ethnically mixed, but predominantly Hispanic population.
Instrument
The Parental Attitudes on Circumcision Questionnaire, a questionnaire designed by the authors of this study, consisted of a 25-item scale (see "Appendix"). Items consisted of demographic information, circumcision status of child, reasons that influenced decision, information received about circumcision, and satisfaction level with decision made, as well as care provided by the medical community. Questions were presented in a multiplechoice format and fill-in the blank. The parent could choose to fill out the Parental Attitudes on Circumcision Questionnaire in Spanish, which had been translated by the research staff at CHLA. Consent was obtained and the institutional human protection committee approved the questionnaire.
Statistical Analyses
Descriptive statistics were used for the majority of the questionnaire. Nonparametric tests (2-way contingency table analysis using cross-tabs) were used for the forced choice items. These included circumcision status versus whether they reconsidered their decision, whether doctor's respected their decision, and whether they received enough information, and site of pediatric practice. Kruskal-Wallis tests were used to analyze the relationship between the level of satisfaction with the parent's decision to circumcise or not circumcise their child and circumcision status, as well as level of satisfaction with their decision and site of pediatric practice.
RESULTS
A total of 149 surveys were completed and returned by the participants; 46.3% (n ϭ 69) were from a private pediatric practice in La Canada, California; 30.2% (n ϭ 45) were from the primary care clinic at CHLA; and 23.5% (n ϭ 35) were from a private pediatric practice in Inglewood, California. The majority of the participants (132/88.6%) were patients' mothers, 13 fathers (8.7%); 2 other relatives (1.3%); and 2 were foster parents (1.3%). The sample represented a variety of ethnic backgrounds comprising of 34.9% white (n ϭ 52), 28.9% black (n ϭ 43), 23.5% Latino (n ϭ 35), 4% Asian American (n ϭ 4), .7% Native American (n ϭ 1), and 8.1% other (n ϭ 12).
The sample was diverse in terms of socioeconomic status: 24.2% with incomes below $15 000 (n ϭ 36), 20.8% with incomes between $15 000 and $29 999 (n ϭ 31), 6.7% with incomes between $30 000 and $49 999 (n ϭ 10), 12.8% with incomes between $50 000 and $69 999 (n ϭ 19), 10.7% with incomes between $70 000 and $89 999 (n ϭ 16), and 22.8% with incomes above $90 000. Two percent of the sample (n ϭ 3) did not answer the income question.
The sample also varied in terms of education level ( Cramer's V ϭ .58). The proportion of parents who had their child circumcised at CHLA, Inglewood, and La Canada, respectively, were 16%, 49%, and 83%. Follow-up pairwise comparisons were conducted to evaluate the difference among these proportions. The Holm's sequential Bonferroni method was used to control for type I error at the .05 level across all 3 comparisons. All 3 comparisons were significant, with La Canada having the largest proportion of circumcised males, followed by Inglewood, and then CHLA.
A Kruskal-Wallis test was conducted to evaluate differences among the 3 pediatric practice sites (La Canada, Inglewood, and CHLA) on median satisfaction level with the decision to circumcise or not circumcise their child. The test results were significant ([2; n ϭ 148] ϭ 17.73; P ϭ .001). The proportion of variability in the ranked dependent variable accounted for by the site of the pediatric practice was .12, indicating a fairly strong relationship between site of pediatric practice and the satisfaction level with the decision to circumcise or not circumcise the child. Follow-up tests were conducted using the Mann-Whitney U procedure to evaluate pair differences among the 3 groups. Type I error was controlled for across the tests using the Holm's sequential Bonferroni approach. The results of these tests indicated a significant difference between the CHLA site and the La Canada site (z ϭ Ϫ3.98; P Ͻ .001) and a significant difference between the Inglewood site and the La Canada site (z ϭ Ϫ3.03; P ϭ .002). In both cases, the participants at the La Canada site were more satisfied with their decision to circumcise or not circumcise the child than those at the Inglewood or CHLA sites.
Ethnic differences between the practices were consistent with the study design reflecting a predominantly Hispanic population at CHLA (62%), black population in Inglewood (86%), and white (71%) in La Canada (Table 1) . For analysis purposes, the practice site can serve as a proxy for ethnic difference.
Some parents/custodial relatives chose not to participate in the study (Ͻ10 families in all 3 sites). Some of the reasons were: not having enough time to fill out the questionnaire, needing to attend to their child (or children) in the waiting room/examination room, not being the biological parent (foster parent or relative), or not being interested in participating. Five of the 149 returned questionnaires were in Spanish.
Of the 149 boys, 68 were not circumcised (45.6%) and 81 were circumcised (54.4%). The majority of the circumcisions 75 (93%) were completed before the child was 8 weeks old. The decision whether to circumcise the child was most often made by both parents (n ϭ 79 [53.0%]); followed by the mother (n ϭ 46 [30.9%]); the father (n ϭ 15 [10.1%]); other family member (n ϭ 3 [2.0%]); and/or a health care provider (n ϭ 5 [3.4%]). One survey did not contain data on who made the decision to circumcise or not circumcise the child. The majority of parents (n ϭ 124 [83.2%]) agreed on the decision to circumcise or not circumcise the child; 14 (9.4%) did not agree; 10 (6.7%) participants did not have the other parent involved in the decision; and 1 survey was missing data on this question. The reasons the child was or was not circumcised are presented in Table 2 (the participant could check as many possibilities as they felt relevant). The most prevalent reason cited was mother's choice. The parent was asked to rank which of the items they chose were most important in their decision. On a 1 to 10 (most) scale, the participants were asked to rank their satisfaction with their circumcision decision. The mean level of satisfaction with the decision to circumcise or not circumcise their child was 7.56 (standard deviation: 2.56; range: 1-10). When asked whether they would make the same decision about circumcising or not circumcising their child, 122 participants (81.9%) responded that they would make the same decision, 23 (15.4%) responded that they would not make the same decision, 1 (.7%) said that they didn't know, and 3 participants did not answer this question. When asked whether they ever reconsidered the decision to circumcise or not circumcise the child, 119 said no (79.9%), 29 said yes (19.5%) they had reconsidered the decision, and 1 survey was missing data on this question. Of those 29 who had reconsidered the decision, 16 (55.2%) reconsidered when the child was between 0 and 2 months old; 8 participants (27.6%) reconsidered the decision when the child was between 3 and 6 months old; 3 (2.0%) reconsidered the decision when the child was between 7 and 12 months old; 1 (0.7%) reconsidered the decision when the child was between 13 and 18 months old; and 1 (.7%) reconsidered the decision when the child was between 25 and 30 months old.
Participants The sources that provided participants with information about circumcision are presented in Table 3 (more than one answer possible). The medical provider who asked the participant about the decision to circumcise or not circumcise the child is presented in Fig 1 (more than one answer possible) . Obstetricians were the most frequent medical providers who asked about the participant's decision. However, 43 participants (28.9%) reported that they were not asked by any medical provider about their decision to circumcise or not circumcise the child.
Ninety-four participants (63.1%) reported that they were provided with enough information about circumcision, whereas 55 (36.9%) reported that they were not provided with adequate information. A 2-way contingency table analysis (circumcision, yes/ no; sufficient information, yes/no) was conducted to evaluate whether parents who decided to circumcise their son were provided with sufficient information from their medical provider. Circumcision status and information provided were found to be significantly related ([Pearson n ϭ 149] ϭ 11.38; P ϭ .001; Cramer's V ϭ .28). The proportion of parents whose son's were circumcised and who believed that they were provided with enough information was 75%. The proportion of parents whose son's were not circumcised and who believed that they were provided with enough information was 49%.
When asked whether their medical provider respected their decision to circumcise or not circumcise the child, 129 (86.6%) said yes they felt respected, 17 (11.4%) reported they did not feel respected, and 3 participants (2.0%) did not answer the question. A 2-way contingency table analysis was conducted to evaluate whether parents who did not have their child circumcised felt less respected by their medical provider than those who did have their child circumcised. The 2 variables were circumcision status (yes or no) and whether the parents felt their decision to circumcise their son was respected by their medical provider (respect decision and not respect decision). Circumcision status and respect from the medical provider were found to be significantly related (Pearson 2 [1; n ϭ 146] ϭ 11.15; P ϭ .001; Cramer's V ϭ .28). The proportion of parents whose son's were not circumcised and felt the medical provider disrespected their decision was 22%. The proportion of parents whose son's were circumcised and felt the medical provider disrespected their decision was 4%.
A Kruskal-Wallis test was conducted to evaluate differences among circumcision status and median satisfaction level with the parents' decision to circumcise or not circumcise their child. The test, which was corrected for tied ranks, was significant ([1; N ϭ 148] ϭ 15.03; P ϭ .001). Parents whose children were circumcised reported a significantly higher level of satisfaction with their decision than parents whose children were not circumcised.
A 2-way contingency table analysis was conducted to evaluate whether parents who did not have their child circumcised were more likely to ever reconsider their decision. The 2 variables were circumcision status (yes or no) and whether the parents had ever reconsidered their decision. Circumcision status and reconsidering the decision were found to be significantly related (Pearson 2 [1; n ϭ 148] ϭ 4.11; P ϭ .04; Cramer's V ϭ .17). The proportion of parents who did not have their child circumcised and later reconsidered their decision was 27%. The proportion of parents who did have their child circumcised and later reconsidered their decision was 14%.
A 2-way contingency table analysis was conducted to evaluate whether parents who did not have their child circumcised were less likely to be asked by a medical provider about circumcision. The 2 variables were circumcision status (yes or no) and if no one asked them about circumcision (no one or a medical provider). Circumcision status and no medical provider asking about circumcision were found to be significantly related (Pearson 2 [1; n ϭ 149] ϭ 17.05; P Ͻ .001; Cramer's V ϭ .34). The proportion of parents whose son's were not circumcised and reported that no medical provider asked them about circumcision was 46%. The proportion of parents whose sons were circumcised and reported that no medical provider asked them about circumcision was 15%.
DISCUSSION
We sought to determine the factors that contribute to parental decision-making about circumcision and level of satisfaction with their decision. In this sample, the majority of boys were circumcised (54.4%). The National Health and Social Life Survey, a nationally representative probability sample of 1511 men, documented that 77% of the 1284 US-born men survey were circumcised, contrasted with 42% of the 115 non-US-born men. 5 Whites are more likely than blacks or Hispanics to be circumcised. It was found that the level of education attained by the respondent's mother plays a role in the circumcision rates. Respondents whose mothers did not complete high school were circumcised at a rate of 62%, whereas the rate varied from 84% to 87% for respondents whose mothers were high school graduates, attended some college, or were college graduates.
Families who had their child circumcised reported higher levels of satisfaction with their decision than did parents who did not have their child circumcised. The data are consistent in showing satisfaction at different practice sites correlating with the rate of circumcision. Parents of uncircumcised boys were less satisfied with their decision and were less likely to have been asked about circumcision, believed they did not receive adequate information about circumcision, and felt less respected by their medical provider about their decision not to circumcise their son. Additionally, parents whose children were not circumcised were also more likely to reconsider their decision. Cognitive dissonance theory would predict that parents who have acted on a decision to circumcise and have limited options to reverse their decision would report less doubt and more satisfaction than parents who believe that they still have an option to circumcise. 6 One of the barriers to implementing circumcision decisions is financial. The 1999 AAP guidelines stated that circumcision should not be routinely recommended. 1 This has made some insurance carriers and health plans less likely to support the need for circumcision or reimburse the procedure. Some participants in the current study who did not have their sons circumcised reported that although they wanted the procedure performed, they were told their insurance benefits did not cover it. These participants stated that they could not afford the additional expense of having the circumcision. The practice (La Canada) with the highest socioeconomic status (presumably the least economic barrier) had the highest circumcision rate. Although supportive of the effect of economic barriers on circumcision, the practice also had the highest percentage of welleducated white parents, characteristics previously identified with higher circumcision rates. 5 The covariance of ethnic distribution, income, and education by geographic site made independent analyses statistically meaningless.
The current study, while providing further information about parents' attitudes and satisfaction with their decision to circumcise or not circumcise their child, has some limitations. First, the study was ret- rospective in nature, in that parents were asked to comment on a decision made well before completing the survey. This may have lead to inaccurate information being provided. Second, some of the participants were foster parents or other relatives who may not have had sufficient knowledge about the factors involved in the decision. Finally, some of the participants may have misinterpreted some of the questions. It was noticed that some of the participants, when asked for the most important reason for circumcising or not circumcising their child, checked more than one reason. Also, language barrier between the parents and medical providers was not specifically explored. The practice with the lowest rate of circumcision had the largest percent of Hispanic patients, although only 5 Spanish language questionnaires were filled out, suggesting that the rest were more comfortable with English.
Overall, it seems that obstetricians are the ones that are providing the most information about circumcision, with pediatricians being a close second. The third and fourth most common sources of information are the mother's side of the family and the media (TV/radio/newspapers/books). Although obstetricians and pediatricians were cited as the most likely source of information, at least one third of the present sample stated that they did not get information about circumcision from these sources. Decisions regarding circumcision are made early. The obstetrician and family practitioner's role in education and informing are critical, especially for the primiparous mother. Almost 40% of the participants believed that they had not been provided with enough information. For the uncircumcised child, 46% of the parents reported no medical provider discussed circumcision (as opposed to 15% of parents of circumcised child). In those situations, the physician de facto made the decision for the family without informed consent. These statistics are alarming. It indicates an increased need for medical providers to provide adequate and thorough information about circumcision. It is important that they also inquire about the parents' attitudes and their final decision regarding the circumcision of their child. In the period after the birth, our survey documented 82.8% of parents reconsidered their decision in the first 6 months (55.2% in the first 2 months), suggesting physicians need to be sensitive to the issue and prepared for questions during these well-child visits.
The study documented that 15.4% of all the participants were unhappy about their decision, 27% uncircumcised, 14% circumcised. Only a small number of parents follow-up on their dissatisfaction to obtain a subsequent postneonatal circumcision, the financial barrier ($3000 -$4000/procedure, CHLA data), the surgical risks, and pain to the child are often cited for not pursuing the procedure. Another source of dissatisfaction may be the care of the uncircumcised child. In a 1981 study of hygienic care of uncircumcised infants, 7 the authors surveyed 15 mothers of uncircumcised children by telephone. Seven reported the physician freeing adhesion or retracting the foreskin during a visit in the first 6 months. Of the 15 mothers, 6 would choose to have their next male infant circumcised. Our survey did not specifically ask questions related to hygiene. No mother volunteered this to the research staff or in the narrative portion of the questionnaire. None of the practice sites retract the foreskin as part of the wellchild examination. Parents who were dissatisfied with their decision to circumcise and reconsidered their decision (14%), rarely followed through on reconstructive surgery. At CHLA in the past 15 years, there have been no reversal procedures done (Head of the Division of Pediatric Urology, [B. E. Hardy, oral communication, September 1999] ).
This survey demonstrated that satisfaction was highly correlated with discussion and information from the medical profession. The diversity of the practice sites allows generalizability to similar practices in suburban/urban centers and demonstrates the importance of communication regardless of practice characteristics. The link between communication and satisfaction in pediatrics has been documented in past studies. 8 A recent publication in Journal of the American Medical Asscociation and in the accompanying editorial 9, 10 documented that in an adult setting only 9.0% of clinical decisions met the author's definition of informed decision-making. More accurate communication and timely information would presumably lead to better informed and satisfying parental decision-making and possibly reverse the increasing number of children undergoing postneonatal circumcision. 4 This study does not support or condone the circumcision decision, only the necessity to deliver accurate and informative data to parents and discuss and support the parental decisionmaking process. 
APPENDIX
